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STATEMENT OF ISCLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
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PREFTX

TAG SUMMARY STATEMENT OF DEFICIENCIES

F 278 483.20(g) - (j) ASSESSMENT ACCURACY/COORDINATION/CERTIFIED

The assessment must aceurately reflect the resident's status,

A registered nurse must conduct or coordinate each assessment with the appropriate participation of health
professionais,

A registered nurse must sign and certify that the assessment is completed,

Fach individual who completes a portion of the assessment must sign and certify the accuracy of that portion
of the assessment.

Under Medicare and Medicaid, an individual who willfully and knowingly certifies a material and false
statement in a resident assessment is subject to a civil money penalfy of not more than 31,000 for each
assessment; or an individual who willfully and knowingly causes another individual to certify a material and
false statement in a resident assessment is subject to a civil money penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a material and false statement.

This REQUIREMENT is not met as evidenced by:

Based on staff interview and record review, the facility failed to code the Minimum Data Set (MDS)
accurately for oral/dental status for two of eight residents (Res#13 and Res #150) sampled for oral/dental
status in the MDS,

The findings included:

1. Resident # 13 ' s admission Minimum Data Set (MDS), dated 10/15/2013, indicated no dentalforal
problems. The MDS noted that Resident # 13 was cognitively intact.

On 2/3/2014 at 2:54 PM, in an interview, Resident # 13 was observed to have missing and dark brown stubs
of teeth. The resident stated that she needed to see a dentist, and probably needed to go into a hospital to have
teeth pulled.

In an interview on 2/5/2014 at 3:00 PM, the MDS nurse indicated that there was no denial/oral status in any
of the MDS assessments, The nurse stated, " 1 guess I forgot it.

On 2/6/2014 at 11:30 AM, in an interview, the Director of Mursing stated that her expectation would be that
the MDS nurse would provide an accurate assessment on a timely basis.

2. Resident #150's five day MDS dated 12/23/2013 indicated no oral/dental status problems, The MDS noted
that Resident # 150 was moderately impaired for cognition.

Any deficieney statement ending with an asterisk (*) denotes a deficiensy which the institation may be exeused from eorrecting providing it is detenmined that other safeguands provide sufficien:
protection 1o the palients. (See Instructions.) Except for mursing homes, the findings stated sbove are disclosable 90 days following the date of sureey whether or not a plan of correction is provided,
Far nursing homes, the abave findings and plans of comection are disclosshle 14 days folowing the date these doswments are made avaitable o the fagility. If deficlencies am cited, an approved plan of

The above isolated deficiencies pose no sofual hamm to the residents
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PREFIX .
TAG BUMMARY STATEMENT OF DEFICIENCIES
F 278 Continued From Page 1
On 2/3/2014 at 4:13 PM, Resident # 150 was observed to have missing teeth. The resident stated that she only
had three or four teeth.
On 2/6/2014 at 8:00 AM, in an interview, the MDS nurse stated that she must have missed that Resident #
150 had very few teeth.
A review of the dietary supplement assessment dated 1/13/2014 noted that Resident # 150 had good oral
intake, did receive supplements, and had maintained a stable weight since admission,
On 2/6/2014 at 11:30 AM, in an interview, the Director of Nursing stated that her expectation would be that
the MDS nurse would provide an accurate assessment on a timely basis,
LR )
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA ' ' 4
AND PLAN OF CORRECTION { IDENTIFICATION NUMBER! :ﬁj’:{’;;:;fﬁﬁ::::ﬂf&ﬁ ol m}ggﬁfeﬂﬁy
345164 B, NG 02/25/2014
NAME QF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1341 PARADISE RD P O BOX 566
CHOWAN RIVER NURSING AND REHABILITATIO
N CENTER EOENTON, NC 27932
4} 1> SUnmaaRY STATEMENT OF DEFICIENCIES '
Eﬁgs}m {EACH DEFICIEMCY MUST BE PRECEDED 8Y FULL PRIIIE:.FII :Jgfggﬁgfcﬁﬁfnﬁf&“gﬁgﬂﬁ"ae cumf‘wmw
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGIENCY)
K oo0 | INITiAL COMMENTS K, 000
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a), using the 2000 Existing
Health Care section of the L.SC and its referencad
publications. This building is typeVprotected
construction , one story with a complate
autornatle sprinkier system. .
The Deficiencies detemmed during the survey
area as follows:
K 011 NFPA 101 LIFE SAFETY GODE STANDARD K 011 Fire door lacch near room 134
$5=D will be tepaired to latch when |3-12-14
i the bullding has a common wall with a activated EF fire alarm
nonconforming building, the common wall Is a fire
barrier having at least a two-hour fire resistance Maintenance will check 21l fire
refing constructed of materials as required for the doors to ensure that they will | 3-12-14
additlon, Communicating openings occur only In lateh when activated by fire
corridors and are protected by approved alarm
self-closing fire doors, 19.1.1.4.1, 19.1.1.4.2
Maintenance will take all non-
compliant’ lssues to the fire 5-1t-14
and safety meeting.
This STANDARD is not met as evidenced by
A Based on observation on 02/25/2014 the fire
doors near room 134 failed to latch'when the
doors closed upon activation of the fire alarm.
42 CFR 483,70 (a)
K 029§ NFPA 101 LIFE SAFETY CODE STANDARD K 028(Ceiling hole in boiler room will] 3-10-14
55=D be repaired with 5/8 fire
One hour fire rated construction (with % hour retardent aheet rock.
fire-rated doors) or an approved automatic fire
extinguishing system In accordance with 8.4,1 Maintenance will check building
andfor 19.3.5.4 protects hazardous areas. When ceilings to ensure amy holes: il 3-10-14
the approved automatic fire extinguishing system found are repaired with fire
option is used, the areas are separated from
other spaces by smoke resisting partitions and vetardent sheet rock or caulklng
TITLE (%8 GATE

RECTOH{'E OR PROVIDE WPEI_.IER REPRESENTATIVE'S SIGHNATURE

mmm

m,mfﬁ‘lmjlwr

< A3}y

Any deficiency stalernant apdlng with an astorlsk () denotas a deficiency which the insttullon may be excused from corfacting providing rl is dﬁtﬂrmlmﬂhﬂ
other sateguards provide sulficient protection o the patlents, (See instructions.) Excapl for nursing homaes, the findings stated above ary disclosable 90 diys
fallowing the date of survey whather or not a plan of comregtion & provided, For nursing homas, the above findings and plans of correclion are discloseble 14
days following the date these documents are mada wallabh to the faclity. If deficlencies are cited, an approved plan of correction [5 requlsite ta gontinued
progiam parlicipation.

FORK CMS-2867(02-58) Pravious Verstons Obsolels Evant ID;RNCTZY ) Facifily 10: 823018
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERSSIIPPLIERICLIA {2} MULTIPLE COMSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 04 COMPLETED
345164 B. WING 021252014
MANIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COCE

1341 PARADISE RD P O BOX Ga8

B
CHOWAN RIVER NURSING AND REHABILITATION CENTER EDENTON, NC 27932

(68 1 SUMMARY STAYEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENGY)
K 028 | Continued From page 1 K 029| Maintenance will cake all non-
doors, Doors are self-closing and non-rated or compliant issues to the fire 4-11-14
field-applied protective plates that do not exceed and safety meeting,

48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
A. Based on observation on 02//25/2014 there
was a hole in the ceiling of the out side boiler

room,
42 CFR 483.70 (a)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
55=0D Map of wiring ddagram for
Exit access is arranged so that exifs are readily gecurad exics will bes placed | 3+6~14
accessible at all imas [ accordance with section by the FACP under glass
7.1 19.241

Maintenance will take all won- f'4+L1-14
compliant issues to the fire
and safety meeting.

This STANDARD is not met as evidenced by:
A. Based on observalion on 02/26/2014 there
was no component location map nor a wiring
diagram under glass near the FACP,

42 CFR 483.70 (a)
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062| Tight will be removed in the :
§8=D ditygen room and replaced with 3-11~14
Required automatic sprinkler systems are a emaller light so sprinkler
continuously maintained in reliable operating will not be blocked
condition and are inspected and tested
periodically,  19.7.6, 4.6.12, NFPA 13, NFPA Maintenance will check ='v' rf-3:d1-14
25,975 ' gprinklers im to ensure they arr
not blocked.
FORKS CMS-2537(02:99) Frevlos Versions Obsclets Evont 1D:ANCT24 Faeilly 10: §23018 if continuation sheet Page 2 of 3
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This STANDARD is not met as evidenced by
A, Based on observation on Q2/25/2014 the
sprinkler head in the 02 storage room was
blocked by a light fixture,

42 CFR 483.70 {a)

aw

and safety meeting.

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION {23) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 ~ MAIN BUILDING 01 COMPLETED
3451684 B, WING 02/26/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1341 PARADISE RD P O BOX 566
WVER N T
CHOWAN RIVER NURSING AND REHABILITATION GENTER EDENTON, NC 27832
(%4} D SUBBMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (%8}
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGT)
K 062 | Continued From page 2 K 062! Maintenance will take all non-

compliant lssues to the fire L T

FORM CAS-2567(02-99) Pravious Verthons Obsalale
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M@PARTMENT OF HEALTH AND HUMAN SERVICES PR EORM APPROVED
SENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF GEFICIENCIES (X1) PROVIDERMSUPPLIERIGLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION' IDENTIFICATION NUMBER: A BUILD{HG 02 - BUILDING 02 COMFLETED
345164 B. WiNG - 02/25/2014
HaME OF PROVIDER OR SUPPLIER STREET ADDRESSE, CITY, STATE, ZIF CODE

1341 PARADISE RD P O BOX 566

E
CHOWAN RIVER NURSING AND REHABILITATION CENTER EDENTON, NC 27932

(%410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) Tas CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
(4) Tdghts will be installed on
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 building exit outside D&R Nurses 4-11-14
55=0 ' stationf2 and placed on generatox
. . . P
llumination of means of egress, including exit ¢ il y A 2 blub Fixture will be pladed

discharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkness, (This does not.refer o emergency

lighting in accordance with section 7.8)  19.2.8 intenance will check all out-
ide exits for 2 bulb fixrures in

nd ensure they are on generator [4-11-14

utgide exit ar room 324. 4-11-14

Maintenance will take all non-

This STANDARD is not met as evidenced by: compliant issues to the fire and G-11-14
A, Based on observation on 02/25/2014 there safety meeting.

was not enough light for the exit pathway at the

exit out side the D & R Nurses Station #2. - 5 9

B. There was only a one (1) bulb fidture out side Wbn 3 oa VT

the exit at room 324
42 CFR 483.70 (a)
gg:jg NFPA 101 LIFE SAFETY CODE STANDARD K058 A Hi/Low air pressure switch alarm

If there i3 an automalic sprinkler system, it Is ﬂ_'l.llll.l beplaced on tﬁidry system |3-31-14
installed in accordance with NFPA 13, Standard i# DYR alde of bullding.
for the Installation of Sprinkler Systems, to

provide complete coverage for all portions of the [Maintenance will check to énsure

3-31-14

building. The system is properly maintained in Hi/Low alr pressure switch ds

accordance with NFPA 25, Standard for the on sprinkler system located in

Inspaction, Testing, and Maintenance of boller room for ABC wing.

Water-Based Fire Protection Systams. Itis fully

supervised. There Is a rellable, adequate water Maintenance will take all non—

supply for the system. Required sprinkler . compliant issues to the fire andfd+li-L4
systems are equipped with water flow and tamper safety meeting.

switches, which are elecirically connecled to the
building fire alarm system.  18.3.5

This STAMDARD is not met as evidenced by
A, Based on observation on 02/25/2014 there

was no Hi & Low alr pressure switch alarm on the
(Xl DAYE

LARORATOEY DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TITLE
LY -
Q&Mg Q__\q\mﬂxa i &Z‘%‘vr{_x.t\t-&-\\*:o&m’ 3“}3' ] Lf

Any deficlency slatement anding with an asierisk () denotes s deficlency which ths instlutlon may be excused from cortecting providing i ls determinad thet
other safeguards provide sufflclont pratection lo the patients, (See Instructlons.) Except for nursing homes, the findings staled above are disclosable 90 duys
following the date of survey whether or not a plan of cortection Is provided. For nursing homes, the above findings and plans of comaction are diseclosable 14
days following the date these documants are made available to the fucility, if deliclencles are cited, an approved plan of correction is requisite to conlinuad

pregram pardicipatian.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 03/05/2014

FORMAPPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCEES {£1) PROVIDER/SUPPLIER/CLLA (42} MULTIELE CONSTRUCTION {¥3} BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NURBER: A GUILDIMG D2 - BUILDING 02 GOMPLETED
345164 B. WING 02{25/20M4
HAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1341 PARADISE RD P O BOX 586
CHOWAN RIVER NURSING AND REHABILIT, ENTE
ATION C R EDENTQN, NC 27832
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION EL]
PREFIX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMILETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE ORTE
DEFICIENCY)
K 056 | Continued From page 1 K 086
dry system .
42 CFR 48370 (a)
FORM ChS-286'(D2-85) Provious Verdlons Obsclela w  Evant I RRGTH Faclily I0; 523018 if continualion sheet Page 2 of 2
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FORM APPROVEDR
OMB NO. 0838-0381

STATEMEMNT OF DEFI
Il O " B
i 345164 B, WING 02/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 1341 PARADISE RD P O BOX 566
CHOWAN RIVER NURSING AND REH&BILW%TION CEHTER EDENTON, NG 27932
SUMMARY STATER
Fﬁg& (EAGH DEFICIENGY mug EE :géjcfé%ﬁ[ﬁﬁm Pﬂlgm '[E:gt? :EEF?- Ese?an:Lg g?ﬁ:ﬁ%%hlﬁ I::nu?uulnow
TAG REGULATORY OR LSC IDENTIFYIG INFORMATION) TAG CROS3-REFERENDED TO THE APPROFPRIATE oATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000
This Life Safety Code(LSC) survey was
conducted as per Tha Code of Federal Register
at 42 CFR 483.70(a), using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is typeVprotected
construction , one story with a complete
automatic sprnkler system. -
The Deflclencies determined during the survey
area as follows; _
K011 | NFPA 101 LIFE SAFETY CODE STANDARD KO gire door lateh near room 134
§8=D - will be repairéd to lateh when |3-12-14
If the building has a cornmaon wall with a activated by fire alarm
nonconforming bullding, the cormrtion wall is a fire
barrier having at least a two-hour fire resistance Maintenance will check all fire
— rating constructed of materials As required for theé doors to chbure that they will | 3-12-14%
addition. Communicating openings occur orily in lateh when activated by fire
corridors and are protected by approved ' alarm
self-closing fire doors. 19.1.1.4.1, 19.1.1.4.2
_ . g, R DRV Hamtenance G111 ‘take ETL fbn- SR |
compliant lssues to #he fire 4-11-14
' and safety meeting.
This STANDARD is not met as evidenced by:
A. Based on observatioh on 02/25/2014 the fire
doors near room 134 failed to latch when the
doors closed upon attivation of the fire aldrim.
42 CFR 483.70 (a)
K 029 | NFPA 101 LIFE SAFETY CODE ETﬁNDARD K.028|Cedling hole in boller room will 3-10-14.
§5=D be repaired with 5/8 fire

One hour fire rated construction (with % hour
fire-rated doors) or an dpproved autornatic fire
extingulshing system in atcordante with 8.4.1
andlor 19.3.5.4 protects hazardous areds. Whet
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting partitions and

retardent sheet rock.

Maintenance will check building

ceilings to ensure any holesnni:
found are repaired with fire
retardent sheet rock ox caulking

3-10-14

RECTOR'S OR PROVIDE LIF'ELIER REPRESENMTATIVES SPGNATUF.E

ﬁl—c}wm-#mj'vr

{#%) DATE

& 13-4

Yofltlancy staterment ending with an astarilnk {*) denotes o de!'ic.lefm'f which the institution may be excused from cofrecting pmudmg It is determinad/ihat
anfeguards provide sufficlent pretection to the patients, (See Instructlons.) Exvept for nursing hiomes. the findings sldted above are disclosable B0 doys
aTﬁ-mnq the data of survey whather or not 8 plan of correctlon ls providad, For nursing homes, the above findings and plahs &f correction ave disclosable 14
tays following the date these documenls ara made auai!ahru lo the facility, If deficlenicias arg cliad, an appraved plan of correclian is requisile to continuad
rogram paficipalion.
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FPRINTED: 03/05/2014

) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUIPPLIERICLIA {%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUSMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
S 345164 B WING D2/25i2014
NAME OF PROVIDER OR SUPFUER BTREET ADDRESS, CITY, STAYE, ZIP CODE
CHOWAN RIVER NURSING A - 1341 PARADISE RD P O BOX 566
‘ ND REHABILITATION CENTER EDENTON, NC 27932
4} 1o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORREGTION fas
FREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH CORREETIVE ACTION SHOULD 8% coMPLETON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
' ~ DEFICIENCY)
K029 | Continued From page 1 K028 Maintenance will take all non—
doors. Doors are self-closing and non-rated or compliant issues to the fire 4-11-14
field-applied protective plates that do not exceed and safety meeting.
48 inches from the bottom of the door are
permitted.  19.3.2.1
This STANDARD is not met as evidenced by:
A. Based on observation on 02/125/2014 there
was a hole in the ceiling of the out side boller
room, ..
42 CFR 483.70 (a)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 _
§5=0 o Map of wiring ddmgram for
Exit access is arranged so that exits are readily secured exits will bez placed "r3nb~l4
~..  .|accessible atalltimes in accordance with section by the FACP under glass '
7.1 19.2.1 '
' Maintenance will take all non— [4+11-14
compliant fetues to the fire
and safety meeting. =~
This STANDARD is not met as evidenced by:
A. Based on observation on 02/25/2014 thére
was no companent focatlon map nor a wiring
diagram under glass near the FACP.
42 CFR 483.70 (a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Kog2| Ddght -willl be removed in the
88=D c f%ygen room and replaced with | 3-11-14|
Required automatic sprinkler systems are a smaller light so eprinkler
confinuously maintained In reliable operating will not be blocked
condition and are inspected and tested . ’
perlodically.  19.7.6, 4.6.12, NFPA 13, NFPA Maintenance will check rnietter38d1-14
25,9.7.5 ' sprinklets im to ensure they aze
not blocked.
ORE CMS-2507(02-08) Pravipws Verslons Obsolele Event ID:RNCT:Z‘} . Factity 10 mma' ' if conl.ln:rﬁﬂudr:&he&t Page 2 of 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . _OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPUERICLIA {¥2) MULTIPLE CONSTRUGTION
AND PLAM OF COR : B S WPLETED
RECTION IDENTIFICATION NUMSER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
345184 8. WING '
) ) 02/25/2014
NAME OF PROVIDER OR SUPPLIES STREET ADDRESS. CITY, 8TATE, ZIF CODE
CHOWAN RIVER NURSING AND REHABILITATION CENTER 1341 PARADISE RD P O BOX 568
EDENTON, NC 27932
{X4) 1D SUMIARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE conbLesion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
el
K 082 | Continued From page 2 - K o62|Malantenance will take all non-
This STANDARD Is not met as evidenced by: compliant issues to the fire AALLELAS
A, Based on observation on 02/25/2014 the and safety meeting.
sprinkler head in the 02 storage room was
blocked by a light fixture,
42 CFR 483.70 (a)
e .
Ll
j ar
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WﬁEPARTMENT OF HEALTH AND HUMAN SERVICES s o :‘%Eﬂ:a?:ﬁfgzﬂg
ENTERS FOR MEDICARE & MEDICAID SERVICES |_MART9 201 gmeNO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA | HES:
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
GHOWAN RIVER NURSING AND REHABILITATION C 1341 PARADISE RD P O BDX 566
5 ATION CENTE  EDENTON, NC 27022
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRE
PHEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL pﬂgm {EACH COHRECTIVE ACTION s:-pgaﬁpmae Durﬁﬂmﬂ
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
‘ (A) Lights will be installed on
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 'uilding axit outelde DER Nurses &-11-14
88=D umination of . i tationf? and placed on generatoy
umination of means of egress, including exit [ '
discharge, is arranged so that fallure of any single (B) A 2 blub fixture will be plaged =14
lighting fixture (bulb) will not leave the area in uteide exit at room 324. f-dl-
darkness. (This does not refer to emergency .'
lighting in accordance with section 7.8.)  19.2.8 intenance will check all out-

ide exits for 2 bulb fi:'ctu'f:es hy
nd ensure they are on generator [4-11-14

Maintenance will take all non-
This STANDARD is not met as evidenced by: compliant 1¥4ugs to the fire and|4-~11-14
A, Based on obiservation on 02/25/2014 there gafety meeting.
wiis not enough-light for the exit pathway at the '
&xit out side the D & R Mursks Station #2.

B. There was only a one (1) bulb fifture out side

the exit at room 324
... |42 CFR48370 (a) , _
|; gfg NFPA 101 LIFE SAFETY CODE STANDARD KO8l o /tow airs pressure switch aldrn

If there is an autematic sprinkler system, it is wri L. be_pla_r:adfug g;idf‘? systen |3-31-14

 IRStallan i Aecoriane With NEPA 13, Standard |+ -+ Wh-BiIR sdde_of bulldings .. ... 4
for the Installation of Sprinkler Systems, to _
provide complete covérage for all portions of the Maintenance will check to .ensute 3-31-14
building. The system is properly rmaintatned in Bi/low air pressure switeh s Sl
accordance with NEPA 25, Standard for the on eprinklpr system located in
Inspection, Testing, and Maintenance of botilez room for ABG wing.
\Water-Based Fire Protection Systems. It is fully .
supervised. There is a reliable, adequate water Matnténance will take all non— |
supply for the system, Redquired sprinkler : compldant issues to the fire andpérli-l4
systems are equipped with water flow and tamper |/ safety meeting.

switches, which are electtically connected to the
building fire alarm system. 19.3.5

This STANDARD is not met as evidenced by
A. Based on observation on 02/25/2014 there

was no Hi & Low air pressure switch alarm on the

MEWT@HECTQR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
L8 )

£ ‘eficiency statemant anding with an asterisk (") dencles a deficlenay which the institution may be excused from corrcting préviding it is determined that

- edlaguands provide aufficlent protection lo the palients. (See instructions.) Except for nuesing homes, the findings stated above are disclosable B0 days
M the dale of supvay whether o not a plan of correction is provided. For nursing homes, the abova findings and plane of cormeclion aro dicclosable 14
days foliowing the dale these documents sre meade sveilable to the foclity, If defigiencies are cited, an approved plan of correction iz requisite te conlinued
pragram parficipation,
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(X4} iD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION ol
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 056 | Continued From page 1 K 056
dry systam . ' 7
42 CFR 483,70 {a)
—
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